INTRODUCTION
Trench mouth or Vincent's angina is a noncontagious anaerobic infection of oral cavity and oropharynx associated with overwhelming proliferation of spirochete (Borrelia vincentii) and fusiform bacillus (Fusobacterium fusiforme), presenting as ulceration, swelling, and sloughing off of dead tissue. [1] The classical presentation is as necrotizing ulcerative gingivitis. This disease is uncommon with a prevalence of <1%. [2, 3] It is extremely rare in the vocal cords and has not been reported in the past 70 years. Predisposing factors include smoking, viral respiratory infections, and immunodeficiency disease such as HIV/AIDS. [1] It has also been reported as infection of adolescents and young adults, especially in institutions and armed forces. [2] [3] [4] 
CASE REPORT
A 47-year-old male presented with a history of throat pain, difficulty in swallowing to both solids and liquids, and voice change of 3 days duration. In fact, he was throwing away liquids which made the treating physician consider hydrophobia as a differential diagnosis!! However, in the absence of definitive history of a dog bite, and the presence of throat pain, change in voice along with a low-grade fever, malaise, and the fetid odor, consultation with otolaryngologists was urgently sought. Ear, nose, and throat examination revealed markedly congested tonsil and posterior pharyngeal wall. Urgent soft-tissue X-ray of the neck was taken and was normal [ Figure 1 ]. Laryngoscopy showed congestion of both vocal cords with ulcers in Vincent's infection is a progressive painful infection with ulceration, swelling, and sloughing of the dead tissue from the oral cavity and oropharynx caused by the fusiform bacillus (Fusobacterium fusiforme) and spirochetes (Borrelia vincentii). However, it is rare in the vocal cords. We present a case of Vincent's angina of the larynx in an otherwise immunocompetent patient. This case report is to highlight clinician's diagnosticthe left vocal cord along with pooling of saliva in the postcricoid region [ Figure 2 ].
Routine blood investigations, including sugars, were normal. An urgent gram stain of the throat swab was requested. This was reported to have numerous fusospirochetal bacteria with polymorphonuclear cells and few Gram-positive cocci. The smear report was conveyed to the treating clinicians. The patient was immediately started on crystalline penicillin 24 million units/day dose delivered as 8 million units eight hourly following which symptoms subsided dramatically the next day. Repeat laryngoscopy on the 4 th day revealed regressed ulcers with normal laryngeal mucosa [ Figure 3 ]. The treatment was continued for a week.
DISCUSSION
Vincent's angina, manifests with both local and systemic symptoms. Patients present with the complaints of high-grade fever, headache and sore throat. When tonsils are involved, physical findings of cervical lymphadenopathy and a membrane on the tonsil are seen. When removed, an ulcer is noted which usually heals in 7-10 days.
[5] Rapid presumptive diagnosis can be clinched by microscopic examination of the Gram stained smear prepared from the swab collected from the ulcerative lesion. The presence of many spirochetes, fusiform bacilli, and polymorphonuclear leukocytes is a presumptive evidence of this disease. [6] Isolation by culture is not attempted due to the presence of other anaerobic oral bacteria which make specific identification difficult. Management consists of improved oral hygiene, oral debridement, metronidazole, and penicillin therapy. [1, 3, 5, 7] A study by Dufty et al. stated that the duration of treatment must depend on what the individual can tolerate and the extent of the infection.
[2] A case published by Malek et al. described complete resolution of symptoms following treatment with metronidazole and mouth rinses for 7 days. [8] Cancrum oris is a rare complication. [1] To date, two cases of Vincent's angina of the larynx have been reported in the literature. The first patient was a 17-year-old male with ulcerated lesion on the right side of hypopharynx (lateral wall and the pyriform fossa) in addition to multiple ulcers in the tongue and oral cavity. [9] The second patient had ulcerations of the vocal cord. [4] In our patient, the presence of a significant sore throat with fetid odor associated with marked congestion of oropharyngeal and laryngeal mucosa along with ulcers in the vocal cords, suggested the possibility of Vincent's angina. Diphtheria was not considered clinically as a differential diagnosis because of the absence of characteristic membrane and cervical lymphadenopathy. The Gram stain report was considered as critical alert by the microbiologist, which enabled us to start penicillin therapy immediately. Spirochetes are fastidious organisms and difficult to culture. Hence, the dependence on smear report is of paramount importance, an issue which is most often not considered by clinicians. These findings along with dramatic response to crystalline penicillin could be considered diagnostic of this uncommon severe infection. 
